The clinical features of a group of 79 patients with older age onset rheumatoid arthritis (ORA) were compared with those of a group of 414 patients with younger age onset rheumatoid arthritis. The ORA group contained approximately equal numbers of men and women, were less rheumatoid factor positive, had a raised erythrocyte sedimentation rate, lower HLA-DR4 positivity, and a tendency towards larger joint involvement at the onset of the disease. These features have been reported by many authors except for the lower DR4 positivity. Of these features, the lower prevalence of rheumatoid factor positivity and the tendency towards larger joint involvement at the onset were characteristic of a subset of patients with ORA who had had osteoarthritis before the onset of rheumatoid arthritis. It is suggested that osteoarthritic large joints may be susceptible to the occurrence of rheumatoid synovitis at the onset of the disease, but that the osteoarthritis inducing factor may be negatively related to the progression of rheumatoid arthritis.
The characteristic clinical features of older age onset rheumatoid arthritis (ORA) have been described by many authors.1-13 The data in previous reports were discordant in some respects, but equal distribution of the disease between men and women, a tendency towards large joint involvement, an increased erythrocyte sedimentation rate (ESR), less seropositivity, a stormy onset, and a good prognosis have been mentioned as characteristic manifestations of ORA.
It is supposed, on the other hand, that degenerative joint disease, widely seen in this age group, may have an influence on the clinical manifestations of rheumatoid arthritis (RA), contributing to the clinical features of ORA.
We examined the following parameters in a group of patients with ORA:distribution between the sexes, prevalence of seropositivity, ESR, white blood cell (WBC) count, joints involved at the onset, and HLA typing, and compared these features with those of a group of patients with younger age onset rheumatoid arthritis (YRA).
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Each of above clinical findings was also examined in two subsets of the ORA group, i.e., ORA with osteoarthritis at the onset of RA and ORA without it. The modification of the clinical features of RA by concomitant osteoarthritis is discussed.
Patients and methods
Patients with ORA were defined as those in whom the disease began after their 60th birthday and patients with YRA as those whose disease occurred at an earlier age as has been described by Terkeltaub et between ORA and YRA were found with any antigens, less DR4 positivity was observed in ORA (44% v 64%; p=0-08). Data on the initially involved joints were available for 66 patients with ORA and 77 with YRA. The involvement of various joints at the onset of the disease is listed in Table 3 . Although the knee and shoulder joints were more often involved at the onset in ORA than in YRA, involvement of the fingers and forefoot were more common in YRA, and these differences were statistically significant, except for the shoulder. There was a tendency for the large joints rather than the small joints to be involved at the onset of the disease in patients with ORA. Table 4 summarises the differences seen in ORA with OA and ORA without OA for various clinical measurements. Although there were no statistically significant differences in sex ratio, ESR, and HLA-DR4 positivity between the two groups, the lower RF positivity (52% v 84%; p<001) and tendency towards early involvement of the knees or shoulders (71% v 41%; p<0025) were marked in ORA with OA.
Fourteen of 17 patients with ORA in whom the initially involved joint was the knee showed osteoarthritis on the roentgenograms taken at the onset of the disease. On the other hand, of 34 patients with ORA in whom other joints were initially involved, only 13 had osteoarthritis in the knees on roentgenogram (76% v 38%; p<0.005). The possibility that rheumatoid synovitis is likely to occur at its onset in large degenerative joints, particularly in the degenerative knee joint, was strongly suggested.
Discussion
In previous studies of ORA, the similar distribution between the sexes,2 3 6 7 12 lower percentage of RF positivity,10 12 and raised ESR' have been described. The results of the present study agree with those of previous reports. Terkeltaub et al reported an increase in HLA-DR4 and Cw3 in patients with ORA in comparison with normal controls.13 In our study the prevalence of DR4 positivity in ORA (44%) was less than that in YRA (64%), but more than that reported for normal Japanese controls (41%).15 Although there was no statistically significant difference, our data suggest that DR4 positivity may be related in some way to the age of onset of the disease.
In previous studies of joint involvement at the onset Dordick In the present study less RF positivity and a proclivity towards large joint involvement at the onset were seen in ORA with osteoarthritis as opposed to ORA without osteoarthritis. It seems that for some patients the clinical features of ORA are due to the presence of an associated degenerative joint disease.
The prognostic advantage of seronegativity in RA is well known. On the other hand, many authors have noted a rather good prognosis in ORA compared with RA in general.5 1012 Taking into account the lower percentage of RF positivity in ORA with osteoarthritis in comparison with ORA without osteoarthritis, as well as the osteoporosis generally seen in severe RA, it is possible to speculate that an osteoarthritis inducing factor may help to slow down the progression of RA.
The high prevalence of preceding osteophyte formation in the knees of patients with ORA, in whom the knee was the primary joint involved at the onset, demands a further explanation. Although knee complaints at the onset could be due to osteoarthritis which happened to precede the onset of RA, the fact that the interval between the occurrence of the knee complaints and subsequent involvement of other joints was less than three months in almost all patients shows that their knee complaints may be related to RA. It seems that large degenerative joints are susceptible to rheumatoid synovitis at the onset of systemic RA. In summary, we have postulated that some of the clinical features in ORA may be due to the relatively high prevalence of osteoarthritis in patients with ORA, and that the large degenerative joints may be particularly susceptible to rheumatoid inflammation at the onset of RA. At the same time it is conceivable that the systemic effects of osteoarthritis may be negatively related to the progression of RA.
